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Pediatric* 



CROUP 




Etiology 



It is a^a^of fi^'conditions characterized by croupy cough which may or may 
not be associated~with: 

1- inspiratory stridor 

£- Hoarsness of voice. 
- S igns of respiratory distress. (5) 



lr Laryngeal nhgtmrtinn 

[; Mechanical 

- Congenital web. 

- Laryngeo or tracheomalacia. 
*\ O FB. 

- Laryngeal stenosis. 
2r I nflammatory 
v/i/sfl Parazinfluenza, RSV, Measles and adenovirus -> 

o AcuteJaryngeotracheo-bronchitis 
o Ac ute spasm odic croup. 

- H. influenza -Tacute epiglottitis. 

- D jphheria . " 
^- Laryngismus stridulus -> due to hypocalcaemia. w^fo^ 
4- Anqioaneurotic edema . 
§j Laryngeal papilloma . 
6; Others : ^ 

jGoJlj^anthBtropliaj^^^ . 



Iinical Picture 



1- Croupy cough -> characteristic. 

2- Inspiratory stridor. 
^r Hoarseness* of voice. 

4- Marked respiratory distress "Inspjratpry; -* due to laryngeal obstruction 

5- Cyanosis may occur. 

6- Conflt j t u Ho nal manifr> ? tatlso3 e.g. high fever and toxemia and droolinq of saliva 
especially in epiglottitis. — y * ai,va 



^ UceJcX 



Radiological Findings 



lateral neck film: 

Show subglottic narrowing and 
normal epiglottis in acute laryngeo- 
tracheo-bronchitis. 

2- PA view: 

Shows classic narrow trachea (Vyjrie 
bottle sign) in acute larynego-tracho- 
bronchitis. 

3- ID acute epiglottitis edematous 

epiglottis can be seen in lateral view neck 



*Rab\op<>qHJL -£fe. 




reatment 



M- 



ChaptenChert 



Vv vxs\ 



Treatment of the cause 
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Epiglottis -> 3 rd generation cephalosporin. 
Diphtheria -> peni cillin. anti toxins. 

- Hypocal.caemia -> IV infusion of ' Ca- 
gluconate 

- FB^ bronc hosco pe removal. 
2 " ^o<d humi dified Q2 inhalation 
3-^Racemic epinephrine (2^5% solution) delivered 

by nebulizer, helps to improve air e xcha nge. 
4- Steroids 

Dexamethasone 0.5 mg/kg for 1-3 doses 
^oU) 1 ^ in severe cases. * *j m^x- J^% f* £rou/) «, 
Endo-tracheal i ntubations or tracheostomy : 
In severe cases may be needed 
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humified 02 inhalation 



in oevtMtj uases may ue neeuea. ^~~v f~ 

Acute spasmodic laryngitis (spasmodic cough) ^a * JJ-te*^ 



ears old. 



It is brief repeated attacks of croup but less severe, mostly in children 1-3 years c 
Probably it is allergic in nature, TTT is at home with humified air. ■■ Jbke /)fJ"»*& 




Bronchiolit is 

It is common disease of infants affecting terminal bronchioles. 

Age : during 1st 2 yeas of life with peak incidence in the 1st 6 moths of age 

Season :winter and early s pring . 




Etiology 



(A) RSV-> the commonest (50%) 
^- Para-influenza virus. 
j3- Mycoplasma. 

4- Adenovirus. 

5- Herpes&jtiinovirus. 



1 a fif^ci^v 
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1- URT catarrhal symptoms and fever -> it 
usually starts with rnild to moderate fever 
(38-39) with n asal dis charge and sieging. 

2- Then gradual development of: 



y 



Paroxysms of cough. 
Dyspnea. 
Wheeze. 
Cyanosis. 



Coughing 



Examination 



inspection: 

- Tachypnea and working ala nasi. 

- Intercostals and subcostal retraction. 

- Cyanosis -> in sj^gie cases. 

- Limitation of movement of the chest bilateral 

- Barrel-shape chest. >($it<d-.pJ<u „. 
Palpation: — *— & 

. Central trachea. 

- Palpable wheeze. 
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Pedia tric 

@ Percussion: 



- Bilateral hyper resonant chest. 
Auscultation: 

Bilateral diminished air entry. 
Harsh vesicular breathing. 



T^J7m3ST^r^ p«— 



Bilateral sibilant ronchi and fine or medium 



r medium-sized consenting crepitations^ 



Investigations 



it. 



1- CXR; hyper-inflated chest. . „.<?«<■ 
2r CBC: leucocytosis uJypp^o/To^^ 

( 3- Sputum C ft £ if 2ry infection is suspected. 

£ Blood g ases -^ *XrL<A*. '&$£>*■&&»*€* 
Z i ^ilg 1 markArR and viral isolation. 



reatment 



1 - Hospitalization 

2- Cold humidified Q2. 
3 " !Vf|ujds 2/3 ra maintenance. 

4- Rflpvirifrff as antiviral drug especially against influenza virus. 

5- Antibiotics: have no role except if there is 2ry bacterial infection 

6- In severe cases 




/ 



- in severe cases >a 

& Corticosteroid: e.g. hydrocortisone 10 mg/dose/6hours IV (some authors refuse^ 
cortisone). ^%\ \ 



P2 agonist inhaler "nebulizer" 
Correction of acidosis -> NaHC03. 
TTT of heart failure -» digitalis. 
Mechanical ventilation may be needed 
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Definition 



Infection of the luoyjiarenchyrna 



Classification 



A. Anatomical 

B^-O^-j- Lobar pneumonia 

V— b- Bronchopneumonia poc^*£ 
v;ro l^ 7 g- Interstitial pneumonia. 
B ^Etiological: "-* ^ v <^" 
t- bacterial: 

o Gm +ve 

- Pneumococci. 

- Strerptococci. 

- Staphylococci. 
o Gm -ve 

H. influenza. 

- Klebsiella. 

- Pseudomonas aerogenosa. 
o Acid-fast -> TB 

o Others chylamida pneumonia 
2- Viral: RSV - adnovirus- Influenza virus 




Chapter: Chest 



3- Parasitic infestation ; pen uom cystic carnii 

4- Chemical : due to hydrocarbon inhalation 

5- Physical -><^JJen £W>. ^ Ter^p. 
9 m Hypostatic pneumonia 
Z" Aspiration 

- Amniotic fluid. 

- Food. 

- FB. 

- Lipoid substance. 
|- Radiation pneumonia . 
9- Hypersensitivity to hay a nd dust of air co nditioning. 

^J-Mycoplasma pneumonia 
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Pneumonia in general 



* Symptoms 

1- Fever: hi gh gmd fever in bacterial infection and Io^y_ojMeJn others. 

g- Cough. 

J- Expectoration. 

4- Dyspnea. 

£- grunting. - , 

§- Chest pain -> if there is loverl yino^p Jeiirtsyi ^-h-V^^ V"^ 
J- Cyanosis. '/&sp.f„., 

♦ Signs 

The general clinical signs of pneumonia 

X" Inspection 

- Tachypnea and working ala nasi. 

- Intercostals and sub costal retraction 
cjCuj, L& U-A < — lExpiratoi^^nting^ 

' JbL^ t i " Cyanosis in severe cases. 

^ -" - (Xjmitatienlof chest movement according to the site of the lesion. 

2- Palpation 

- Central trachea. 

_ /h/fs/fs TVF. <m V^^ />a/t3 • 

- Paipablef pleural rubl if there is overlying pleurisy . 

3- percussion -"** 
Dullness over the affected lobe in jQEEafl and bilateral ,/pafcfjy) in 
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bronchopneumonia and interstitial pneumonia. 
- Percussion i sftendef if there is ( MpverTying pleurisy/ 
Auscultation: 

Diminis hed air e fitrv. 



Sc) -^> 
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Bronchial breat hing. > B r<7rx C^op^i^M , 
FmF^i^^)sized consonating crepitations. 
Pleural rub if there is overjpoe-plaurisy. 
All these findings are bilateral in bronchopneumonia and over the 
affected lobe in lobar pneumonia. 
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Complications: 



4 complications should be excluded in every case; 
i- Pleural effusion: ^~ 

- Mostly seen ii finfant^ goi^g_cpafen|with se vere bacter ial pneumonia 
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2- Res pi ratory failure: ±r *\f 

- It is mainly seen irrjjnfantsj withj||g|!§^neumonia 

• . P02 <50 mmHg. 

• PC02 >B0 mmHg. 

• PH<7.2. 
3-HF: 

- Common with ^severellcTiriaTb neumonia, mostly due to 

• Toxic mynnarditj? in baciejrial pneumonia: 

• Viral myocarditis in viral pneumonia 

5- Paralytic or toxic ileus: __ > ji — 






Investigations 



" ~~-^^v l s wees mostly Baulcopbilia in bacterial infection or lymBiacyiQaiS in viral 
infection & TB. + pju tfyiUuvJa . 

2- CXR -* /f /s important: J 

- To identify the pathological type 

■ Lobar. 

■ Bronchopneumonia. 

■ Interstitial. 

- To detect complications as : 

■ Cardiomegaly 
y Pleural effusion 
> Pyopneumothorax. 

3- Blood gases to gvaTu^the respiratory function. 
%- others o to identify the causative agent e.g. 

- Culture from 

■ Sputum. 
- Blood . pneumonia 

Pleural tap. 




reatment 



1- 
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Hospitalization ^_. .^.^ _ „ _^ 

- Is needed in cases with fn grked RDj or gSmplic atiopglbr supportive care 

■ 02 therapy. """" 

■ Fluid intake. 
■. Bed rest. 

S ymptomatic ttt 

- Fever ^ AsjDirin orpa raceta mol 15 ■ m g /k fl/dose . 

- Fyp gntora nt & r gugolytjc s. 
S pecific ttt: 

a- Pneumococci 

- Penicillin is the drug of choice for 7-10 days in uncomplicated cases. 

- In complicated or resistant case s 3 rd generations cephalosporin . 
Staphylococci 

- Penicillinase resistant antibiotics are used for 3-4 weeks e.g. M elhicillin 
200 mg/kg/D IV, Cloxacill in 100mg/kg/D IV. 

Klebsiella ^ir) generation cephalosporin. 

Mycoplasma : Ery throm ycin, clan^romycin (15 nng / kg / D) & azythromycin 

are effective drugs - " 

Influenza A : Ri baviri n can be used. 
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5^ ttt of complications: 

Empyema => intercostal tube & drainage under wa{er-seaK 
- HF^ Diuretics ± Digitalis 0,01 mg/kg/D. 

__ - Res p rai :^ v failure ^ mechanical yenti latoi 



feumococcal pneumonia 




Most common "90%" more common in winter & early spring. 
Peak age in the 1st 4 years of life. 
fc; In infants ^^Jffuse^jbronciKipjieumonia. 
i^chjldhood^lobar pn eum onia. 



SET 



Fever, high grade 

Cough, 

Expectoration. 

Dyspnea. 

Grunting. 

Chest pain ^ if there is overlying pleurisy. 

Cyanosis, 



Inspection: 

- Tachypnea & working alae nasi. 

- Intercostal & sub costal retraction. 
(Exwaiop/ grunt inq| 

- Cyanosis in severe cases, 

- Limitation of movement of the chest according to the site of the lesion. 

Palpation: 

- Central trachea. 

- ^^^TVF. 

- Palpable pleural rub if there is overlying pleurisy. 

Percussion: 

- Dullness over the affected lobe in lobar & bilateral, patchy in. 

bronchopneumonia 

- Percussion is tender if there is overlying pleurisy. 

Auscultation 

- Diminish ed air entry . 

- Bronchia] breathing. 

- Fine_jKjiiejdiiim sized consenting crepitations 

- All these findings are patchy all over the chest in bronchopneumonia & over 

the affected lobe in lobar pneumonia. 

- Pleural rub if there is overlying pleurisy. 



Complies 



\£)tti£ 

1- Pleural effusion: 

- Mostly seen in infants & yo ung childr en with severe pneumonia 

2- Respiratory failure: it is mainly seen in infant^ with severe pneumonia 

• P02 <50 mmHg. 

• PC02 >60 mmHg. 

• PH<7.2. 
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3- HR 

- Common with severe pneumonia: 

- Mostly due to\ foxic myo ^^tlgj 

4- Paralytic or toxic ileus; 



^cf^e -v^- 4 



jsr raraivtic orioxic ileus: i ^ n *> a - <? 

- can occur infegfl^pneuVS => sfgns of meningeal kltafar«M* 



Investigations 



iSppeftTSBl!! pneumonia ,.„.- 
. rigidity. .T^TEi^ ^ M . r„ .i*-P" />-tf~ e - P 

3-CSP Lunq absces 



1- CBC: 



2- CXR - 



1- CBC; 

tt WBCs mostly neutrophilia 

2- CXR_-> It is important: 
s* r^ * To identify the pathological type 

C^j f ^er5kh£^ Lobar. 

I- Bronchopneumonia. 
- To detect complications as 
(A^p«tep**u^ '" Cardiomegaly 
■ pleural effusion. 
?- Blood gases to evaluate the respiratory 
function. 

4- Others 

o to identify the rcau^W eageTrtie.g. . 




Right middle-lobe pneumonia 



aa 



Culture from 
-Sputum. 

- Blood, 

- Pleurajt ap. 
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1 . Other causes of pneumonia. 

2. Other causes of respiratory distress. 

3. Meningitis. 



reatment 



1- Hospitalization 

- is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 
« Bed rest. 

2- S ymptomatic ttt 

- Fever -> Aspirin or paracetamol 15 mg/kg/dose. 

- Expectorant & mucolytics. 

3- S pecific ttt ; 

- Penicillin is the\drug oLchoigalforlzl Q_clavs j n (urj)complicated cases. i 

Penicillin G 50-1 00,000 U7T*g7T5divTded every^dBbrs IV- / °%£ 

- In resistant cases 3rd generation Cephalosporin as Cephotaxime 150 mg / Kg ( 
I day or Cephtriaxone 50-75 mg / Kg / day. 

. Polyvalent pneumococcal vaccine o For prevention in susceptible children. 
4. ttt of complications: 

- Empyem a *$ intercostal tube & drainage (jrider wa ter-seal. 

- HE ^'Sureties ± Digitalis 0.01 mg/kg/D. 
. Res piratory failure o mechanical ventilator. 
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aphylocQCca^pneu^ 
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iCXR. 
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The most serious & most fulminated type. 

Predisposed by staph skin infection & nasal carriers. 
vv Age o 1 year in 70% of cases. 
f Mostly <=> U nilater al bronchopneumonia. m$*} W- ^ 

EmpJiysejna & pyo pneum othorax are very common i 



Fever high. grad e < 
Cough. 
Expectoration. 
Dyspnea- 
Grunting. 

Chest pain o if there is overlyin g pleuri sy. 
Cyanosis. 



♦ Inspection; 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Expiratory grunting. 

- Cyanosis in severe cases. 

- Limitation of movement of the chest ( usually unilateral). 

♦ Palpation: 

- Central trachea. 

- Wt* TVF. 

- Palpable pleural rub if there is overlying pleurisy. 

♦> Percussion; 

- Dullness , usually unilateral & patchy . 

- Percussion is tender if there is overlying pleurisy. 

<♦ Auscultation 

- Diminished air entry. 

- Bronchial breathing & bronchophony 

- Fine or medium sized consonating crepitations, unilateral, patchy over the 

side of chest in bronchopneumonia. 

- Pleural rub if there is overlying pleurisy. 



Complications 









Pleural effusion: 

- Mostly empyema *(>uS 
Respiratory failure: , 

- It is mainly seen in infants with severe pneumonia 

• P02 <50 mmHg. 

« PC02 >60 mmHg. 
. PH<7 2. 

HF: 

- Common with severe pneumonia: mostly due to 

• Toxic my ocarditis in bacterial pneumonia. 

f#)Staph pericarditis. 



<T Jj '\^o Ui 
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4- Paralytic or toxic ileus 

5) Multiple lung abscesses 7 , „ns«f f( i« 

if rupture ^pyopneumothorax Or erod^ bronchus * bronchopleural fistu a. 

fleninnitio ( > 



iS* Meningitis. 

<3*- Osteomyelitis, 

(St Metastatic abscesses in soft tissues. 



Investigations 



J^ -y. pr\flxi £^o. 
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1- CBC 

- fff WBCs mostly neutrophilia. 

2- CXR -> /f is important: 

- To identify the pathological type -» unilateral Bronchopneumonia. 

- To detect complications as 

■ Cardiomegaly, pleural effusion 
© Pyopneumothorax. 

3- Blood gases to evaluate the respiratory function. 

4- Others 

- to identify the causative agent e.g. 
- Culture from (Sputum. Blood, Pleural tap). 



1- Hospitalization 

- is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 

■ Bed rest. 

2- Symptomatic ttt 

- Fever «=> Aspirin or paracetamol 15 mg/kg/dose. 

- Expectorant & mucolytics. 

3- Specific ttt: 

. Penicillinase resistant antibiotics are used for 3-4 weeks e.g. Methicillin 200 
mg/kg/D IV..or ClgjflfiilliD 100 mg/kg/D IV. 

- Cephalosporins as ce phazo line: 50mg/Kg/day for 3-4 weeks if there is 
penicillin allergy. ? 

4- ttt of complications: ^P 

- Empyema *=$ intercostal tube & drainage under water-seal. 

- HF o Diuretics ± Digitalis 0.01 mg/kg/D. 

- Respiratory failure <=> mechanical ventilator. 
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Chapter: Chest 



Mostly diffuse bronchopneumonia ^imoj/ BfUfr / R^fSUj J^riXir 



.G roup A Streptococcal pn eurnonia 



Fever: high grade 

Cough. 

Expectoration. 

Dyspnea. 

Grunting 

Chest pain -> if there is overlying pleurisy. 

Cyanosis. 



•♦• Inspection: 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Expiratory grunting. 

- Cyanosis in severe cases. 

- Limitation of movement of the chest, according to the site of the lesion. 

♦ Palpation: 

- Central trachea. 

- 'M^TVF. 

- Palpable pleural rub if there is overlying pleurisy. 

♦ Percussion: 

- Dullness over the affected lobe in lobar & bilateral, patchy in 

bronchopneumonia 

- Percussion is tender if there is overlying pleurisy. 

♦> Auscultation 

- Diminished air entry. 

- Bronchial breathing & bronchophony 

- Fine or medium sized consonating crepitations patchy all over the chest in 

bronchopneumonia & over the affected lobe in lobar pneumonia. : 
Pleural rub if there is overlying pleurisy. 



omplications 



3- 



4- 



. Pleural effusion: 

- Mostly seen in infants & young children with severe pneumonia 
. Respiratory failure? 

- It is mainly seen in infants with severe pneumonia 

• P02 <50 mmHg. 

« PC02 >60 mmHg. 

. PH<7.2. 
HF: 
Common with severe pneumonia: 

Mostly due to toxic mvorarrlitis 
Paralytic or toxic ileus 
Post-streptococcal GN or Rheumatic fever 
) Septic foci in bones & joints. 
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1- CBCtl^^ WBCs mostly neutrophilia 

2- CXR o it is important: 

- To identify the pathological type 

• Bronchopneumonia 

■ Hilar lymphadenopathy 

To detect complications as cardiomegaly, pleural effusion. 

3- Blood gases to evaluate the respiratory function. 

4- Others co to identify the causative agent e.g. 

- Culture from 

■ Sputum. 

■ Blood. 

■ Pleural tap. 
ASOT. fJni^rep^C^C^^- 



1. Other causes of pneumonia. 

2. Other causes of respiratory distress. 



Hospitalization 

- is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 

■ Bed rest. 

2- Symptomatic ttt * 

- Fever <=> Aspirin or paracetamol 15 mg/kg/dose. 

- Expectorant & mucolytics. 

3- Specific ttt: 

- Penicillin is the drug of choice for 7-10 days in uncomplica ted cases. 

Penicillin G 50-1 00,000 U / kg / D divided every 4-6hrs IV. 

4- TTT of complications: 

- Empyema ^> intercostal tube & drainage under water-seal. 

- HF <=> Diuretics ± Digitalis 0.01 mg/kg/D. 

- Res piratory failure ^ mechanical ventilator. 




Klebsiella pneumonia 



Caused by Frie dland er's bacillus 

Usually occur in debilitating & imn 

Bronchopnejjmonia or Tobar but mostly lobar with cavity formation & bulging fissures. 



Usually occur in debilitating & immu nocomp romized child, u SCko^f <^Oe * 

' ulging 1 



1 i 



r$ it causes[HgicJpleural effusion which may be misdiagnosed as malignant disease. 

"221 

• Fever. 

• Cough. 

• Ex pectoration. 

• Dyspnea. 

• Grunting. 

• Chest pain Q if there is overlying pleurisy. 

• Cyanosis. 
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inspection; 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Expiratory grunting. 

- Cyanosis in severe cases. 

- Limitation of movement of the chest, according to the site of the lesion. 

Palpation: 

- Central trachea. 

- 'WKVF. 

- Palpable pleural rub if there is overlying pleurisy. 

Percussion; . 

- Dullness over the affected lobe in lobar & bilateral, patcny in 
bronchopneumonia 

- Percussion is tender if there is overlying pleurisy. 

Auscultation 

- Diminished air entry. 

- Bronchial breathing & bronchophony 

- Fine or medium sized consonating crepitations patchy all over the chest in 
bronchopneumonia & over the affected lobe in lobar pneumonia. 

- Pleural rub if there is overlying pleurisy. 



omplications 



( 1 - Pleural effusion: 

' - Mostly Hgic & seen in infants & young children with severe pneumonia 

2- Respiratory failure: 

- It is mainly seen in infants with severe pneumonia 

• P02<50mmHg. 

• PC02 >60 mmHg. 

• PH<7.2. 

3- HF: 

- Common with severe pneumonia; 

- Mostly due to toxic myocarditis. 
Paralytic or toxic ileus: 

§3 

CBC : / l S/ t s/ T N WBCs mostly neutrophilia. 
CXR q> It is important: 

- To identify the pathological type 

■ Lobar. 

■ Bronchopneumonia. 

- To detect complications as cardiomegaly, Hgic pleural effusion 

3- Blood gases to evaluate the respiratory function. 

4- Others «=J> to identify the causative agent e.g. 
^ - Culture from 

■ Sputum. 

■ Blood 

■ Pleural tap. 
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1- Hospitalization r .. „ . flM 

- is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 

■ Bed rest. 

2- Symptomatic ttt 

- Fever o Aspirin or paracetamol 1 5 mg/kg/dose. 
-. - Expectorant & mucolytics. 

(£ Specific ttt : . C „\™» 

- 3 rd generation cephalosporin e.g. Cefotriaxone or Cefotaxime & 
Aminoglycosides 

4- ttt of complications: ' 

- Empyema o intercostal tube & drainage under water-seal. 

- HF ^> Diuretics ± Digitalis 0.01 mg/kg/D. 

- Respiratoryfailure o mechanical ventilator. 



H -i nf I u enzaJypej3^neumonia 

sty /"Aw ^ . Q-v*- CoPsM^ 



• Fever 



>- 



OTQf^SrA. 



) 



cough 

Expectoration. 

Dyspnea. 

Grunting. 

Chest pain ■=> if there is overlying pleurisy. 

Cyanosis. 



Inspection* 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Expiratory grunting. 

- Cyanosis in severe cases. 

- Limitation of movement of the chest, according to the site of the lesion. 

Palpation; 

- Central trachea. 

. f^'trvF. 

- Palpable pleural rub if there is overlying pleurisy. 
Percussion; 

- Dullness over the affected lobe in lobar & bilateral, patchy in 
bronchopneumonia 

- Percussion is tender if there is overlying pleurisy. 
Auscultation 

- Diminished air entry. 

- Bronchial breathing & bronchophony 

- Fine or medium sized consonating crepitations. 

- Pleural rub if there is overlying pleurisy. 
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1- Pleural effusion: 

- Mostly seen in infants & young children with severe pneumonia 

2- Respiratory failure: 

- It is mainly seen in infants with severe pneumonia 

• P02 <50 mmHg. 

• PC02 >60 mmHg. 

• PH<7.2. 

3- HF? 

- Common with severe pneumonia: 

- Mostly due to toxic myocarditis. 
4; Paralytic or toxic ileus: 

^ (5> Meninqism or meningitis: 

- can occur in upper lobar pneumonia ^> signs of meninseal irritation as neck 

*ff& I n ' 9id u y - 

^vf Coy Lung abscess 



Investigations 



/ 



1- CBC: T^ ^WBCs mostly neutrophilia 

2- CXR «=> it is important: 

- To identify the pathological type 

■ Lobar. 

■ Bronchopneumonia. 

- To detect complications as cardiomegaly, pleural effusion. 

3- Blood gases to evaluate the respiratory function. 

4- Others <=t> to identify the causative agent e.g. 

- Culture from 

■ Sputum. 
> Blood. 

■ Pleural tap. 



1. Other causes of pneumonia. 

2. Other causes of respiratory distress. 

3. Meningitis. 



: 
I 

] 
] 
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1- Hospitalization ' 

is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 

■ Bed rest. 

2- Symptomatic ttt 

- Fever •=> Aspirin or paracetamol 15 mg/kg/dose, 

- Expectorant & mucolytics. 
($) Specific ttt: 

- 3 rd generation cephalosporin e.g. Cefotriaxone or Cefotaxime & « Q _u* 
Aminoglycosides or Ampicillin 200 mg/Kg/day For 10-14 days. 

4- ttt of complications: 

- Empyema <=> intercostal tube & drainage under water-seal. 

- HF *=> Diuretics ± Digitalis. 

- Respiratory failure o mechanical ventilator. 



(%L H „\t\*»*^'3>> \/&CCtna . 
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iral pneumonia 
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It is considered when the fever is mild orabsenl & the patient doesn't look seriously ill. 

It is^ther <=$ Bronchopneumonia or interstitial pneumonia. g ~ V/j^lj >£&' 



i 

ii 
:i 
i 
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ii 
i 
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i 



Fever , low grade. 
Cough. " + ■S/^^'^3 
Expectoration. 
Pvspnea. 

• Chest pain is rare ( due to vir al myos itis or pleurisy) 

• Cyanosis(rare). 



, <£>^Jrior*- -^6S» 



* Inspection 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Expiratory grunting. 

- Cyanosis in severe cases. 

- Limitation of movement of the chest bilateral. 

♦> Palpation: 

- Central trachea. 
^iu^-^G Palpable wheeze . 

«£" Percussion: ^^^^ n ■*<* 

- Dullnesst^teratelga^yJ^/Lc^ fMr&SSiOv jf iUre T5 pJWOj<„ 

♦ Auscultation 

- Diminished air entry bilateral. J^ ^ J 

- Bronchial breathing. J eo£L . 

- Fine or medium sized consonating crepitations patchy all over the chest. + ^ip;Qiv\j 

- Bilateral sibilant ronchi all over the chest ~ t ' t ^< 



amplications 



Pleural effusions 

- raje 

2- Respiratory failure:- __ 

- It is mainly seen in infants with severe pneumonia 

• P02 <50 mmHg. 

• PC02 >60 mmHg. 
. PH<7.2. 

HF: 



- Mostly due to viral myocarditis. t^F\ n 

4- Paralvtis or toxic ileus: rare. r \ ^(6) PoS \ v/frofl oMoitvsiAMNP- <}*Se»**- ■ 



Investigation 



1- CBC? 'h'f s 1 s WBCs mostl y)lyrnphocytosisl 

2- CXR <=> It is important: 

- To identify the pathological type 

f Bronchopneumonia. 
y Interstitial. 

- To detect complications as cardiomegaly, pleural effusion 

3- Blood qasefl to evaluate the respiratory function. 

4- Others Oviral specific antibodies & serologic techniques for virus isolation. 
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Chapter; Chest 



1 " Hospitalization 

- is needed in cases with marked RD or complications for supportive care 

■ 02 therapy. 

■ Fluid intake. 

■ Bed rest, 
2 * Symptomatic ttt 

- Fever & Aspirin (is contraindicated ?) but use paracetamol 15 

~ - Expectorant & mucolytics. . fe ra^ciro Jc fioSor -d-tfiS"- 

<Jgy Specific ttt? 

- Influenza A : Ribavirin can be used^»R S \f~ 
4 ~ ttt of complications: 



HF <=> Diuretics ± Digitalis 0.01 mg/kg/D. 
Respiratory failure ■=> mechanical ventilator. 



k-KJo^^Pjf 1 



M ycoplasma p:ngugiojTig__ 

Occurs worldwide and is endemic inCiarqe co mmunitie s. \. ,nw\\ 

Peak incidence in v sctioo l au achildre n"7^?ufer.£f ;ry#™j> suppress*? J u, , 

C/P: starts by headache, malaise, fever, rhinorrhea, sore throat, hoarseness & cough 
then all clinical symptoms & signsof pneumonia. ^ 

High titre of cold Ab o autoimmune hemolytic anemia, W -- ^ i 

~""_^ Erythromycin, Clarithromycin Or azithromycin 15 mg/Kg/day. 



nJcm 
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Bronchial asthma 



Definition 






It is a disease characterized by airway hyper-responsiveness to various stimuli 
with spontaneous relieve* 



Epidemiology 



Risk factors: 



is increased in the last 3 decades. It is about 1 1 0-1 fT% >lamong children. 



/ 



1- Poverty. ) \,i^ S^C^ 5 

2. Black races. 

3. Maternal age <£0 years at time of birth. « L- — ( ' - *<V^<^ 

4. Maternal smoking. 
§. Birth weight<2.5 Kg. 
§> Overcrowding. 

7. Intense all^ Qenic ex posure in infancy. 

& Sex: before \p u5erfy( boys are twice affected more than girls while (after] puberty 
both are equal. 2 m 



Prognosis 



] 50 % frf all asthmatics become sym ptom fr ee within 110-20 years ] rec urren ce is 
common in adulthood. 

This occurs in mild & moderate tfases, while in severe cases 95% become 
aslhrnatio^adults. 

Mortality has increased in the last 3 decades especially among black races. 
Age of onset : 30 % of patients are symptomatic b y 1 ye ar of age while 80-90 % 
are symptomatic befare^Lyearsr- 



l 




Ay. 



Precipitating factors 



1. Infections: 

- It is the m ost importan t factor esp. viral infection e.g.[R§\7] f 

2. Drugs: 
Aspirin & Endomethacin ^cyclo-oxygenase ^ T^ SRS-A 

3. Food: Milk, egg, fish & nuts. 3 ^ % . 

4. House dust * **» 

5. Pollens. ■ Wt 
6- Psychological disturbance 

Increase the_§eyerity of asthma, but^nQtffig~£gncgj ^f ^y^^ 

7. Endocrinal disorders: 

~Mo^ in females it may persist 

- leading to adult asthma ^ Why? 

8. Genetic role 

(AQjgene carried on chromosomes^ t T-helper & i T-suppressor. 



Pollen 






I 
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Chapter: Chest 
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X^t i*&*&*&- 



^\i> - 



J: Extrinsic (Allergic asthma) 

■ + Ve family history. 

■ + Ve skin test 
" HighffisLgmreJ 

2; *"trinsic_(non immunologic) 



: J—"*i|*'*} "vn nil I j i t^iv/yj iv; *- _ 

sYiHLagsoIII provoke asthma in early life as R§y, P ara in fluenza & influenza 
viruses. 

■ laj= normal. 

■ Shin tests are^) 
3» Mixed. 



v/V 



Patho-physioloqy 



Triad of *&t%+l. wd<°-t&r „ 
1) Bronchospasm f 1 st 6Jirs) 

- Histamine 
_ r .^H w srs-aX 

^£p - J - Prostaglandin. 

- ThromboxanA2, 



ii 

o 



II 



II 

II 
II 
II 

i 
ii 



pecial types 



It Exercise-induced asthma. 

2,- Aspirin-induced asthma, gnfn ^ £sprr4< v ^- 

3- Nocturnal asthma — / * Normal bronchiole 

S+f?*^ 



Asthmatic bronchiole 



^ ' v - Bradykinin, 

- PAF. 

2) Mucosal edema ( > 6hrs) 
As above. 

3) Increased mucus secretion 

- SRS.-A 

- Prostaglandin. 
All these factors # Airway obstruction during expiration(disfa 
hyper-inflated chest. 




■ ptoAx/fi/tf Cis 



trapping & 



Extrinsic asthma: allergens exposure O induce hE mediated mast cell 
degranulatwn & release chemical mediators. 

Intrinsic asthma : viral infections * stimulation of the: parasympathetic 
mediated vagal reflex causing bronchospasm. 



CIO: 

History of repeated attacks of 

;t-Cough& expectoration. 
2,- Dyspnea 
£> Tachypnea 
4- Wheezes 

^.-Irrita bility 

On exposure to lcertain'allergerj 
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Examination: 
*> Inspection: 

- Tachypnea & working alae nasi. 

- Intercostal & subcostal retraction. 

- Cyanosis in ^yer^ cases, 
- Limitat ion of movement of the chest bilateral. 
- [Barrell shape chest. 

*> Palpation 

- Central trachea. 

- Palpable wheeze. 
♦ Percussion ____ 

fg j&tera H hype r- resona atl chest. 
*> Auscultation 
e^-e^ry , Bilateral gKMiBIJPaj rentry . 
?^ SoU SiEih^esicuiaiJ breathing. 

Bilatera H sibilant7honch Fl& sometimes I 



& 




Mm 



Barrel shape chest 
rhonchi all over the chest. 



Classified according to:^^ 0JyP 
\. Frequency of attacks. 
2. Frequency of nocturnal symptoms. 



< 






3. FB/1sec. 



Investigations 



® 



1- CXR> 

not to diagnose but to <£xcjud£> other causes of wheezy chest e.g. viral 
pneumonia, T.B. lymphadenopathy, F.B. 

2- CBGi % 

- Eosinophilia (>250-400 cejyjTTn^S^^^ pc?^ ?g WftYifcfi C fl&feua.uor Q 

- Leucocytosis if there is i underlyingirrfeHior^ . -potarWl/vUa ~^er^ 
d) Sputum analysis* 

white-tenacious-casts of epithelial bronchioles, mucus, esinophils . 
(Q Allergic skin testy <>P;aJ^V^ 

- results may not be related to the mechanism producing clinical illness, but 
must be correlated to history & combined with RAST ( Radio- Allergo- Sorbant 
Test) to identify allergens. 

6- Blood gases :to assess .the respiratoryJunction. 
(f) Pulmonary function tests: 

i Mild cases:fjTg)abnorma!ity. 
*- Moderate cases: 

v Functional residual capacity: ^T^ 

> Residual volume: 'M^ 

■ Vital capacity: 4/4^\p" 

Timed vita l capacity e.g. forced expiratory volume in one second'^ 4^ 



omplications 



J,. Massive lung collapse if there is complete airway obstruction. 

2. Pneumothorax & pneumomediastinum or even surgical emphysema, if there is 



* 



partial obstruction. 

Emphysema 

Cor-pulmonale. 



p^ ^cAecW o^^«~ fro^t**^. 
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Pulmonar y infection & later on bronchiectasis. 



Chapter; Chest 



1- ITT of th e acute severe attack (status asthmaticus):- t 

t- Q2 therapy 

*~ to /opjrecOygoxia] [453SB5/ 02 is usually suf ficien t it should be given 

continuously & wi thdrawn g radually. _„ ^YU € Re^ 

2- I-V- fluid therapy (2/3 maintena^ei ©0*^* ^ 

- T o provid e an adequate fluid intake & tolpreven tdehydration j 
-JDque^lhe viscid secretion. 
Drugs: ' n 

A) Sympathomimetics- - . ^> -^ ^ 

a) Epinephrine SJBTbl mo/ka/dosefe (fit ^^ ' ' 



3. 



Pu/^< 



b) 



- It can be repeated every_2£LMn forlmaximumlOpie^ side if 
there is @ tachycardia & hypertension. it tt»p&\/* aiA't^*£* * Bs.« 

B2-aqonists :e.q : <^ g/x ^ ? 

- Terbutaline "Brjcanyl" 



C3 



Sulbutamol " Vento lin" 
- Feneterol "Barolec" 
All these drugs can be * 
(ne bulized 



drugs can 
using a special, 




apparatus "Nebulizer" 
9^ Mechanism of action 

activation of(i3er 

^> 'T v t s intracellular JC-AMP? 

■=>{rg[axitloi]]of the bronchial 

ms. 
o Dose : 

- Sulbutamol 0.6 mg/kg/D 6 ho|L, 

- Terbutaline 0.3 mg/kg/D 6-8 hourly. 

B) Theophylline: 

o If there's no response to Sympathomimetics 

o M echanism o f action : suppression of phosphodiesterase enzvme 

^TT^C;,AMP.J y 

o Dose initial = if there's no aminophylline intake in the last 24 hrs = 

SmaZbLPver 2<W0 min. The maintenance dose 20 mg/kg/ 24hKjv) 

C) Anticholinergic drugs ; inhaler form. 
oAl±/>'# c3*D) Corticosteroids: _^^/ c ^ USJ ^ 

ir tirSBtwfGvfcSo Given in severe cases as melhylPffidnispJpjie 1 mol kg / 6 hrs in the 1 st 
48 hrs, followed by 1 mg/kg/D ,Tr 

t< E) Antibiotics: 

o If there is superimposed bacterial infection. 

4. Correction of acidosis ^> NaHC03. 

5. TTT of HF) \1 presents (Digitgn^n ni m g/kg D. 
J^lp. Mechanical ventilation ^> if there's respiratoryfailure 
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2 " T i [ in between the attacks: 
A. General: - 

p r 1< J. Avoid exposure to non specific (irritants las : tobacco smoke, fumes, 

irritants sprays etc. 

2. Avoid exposure tc ^pTecipitating factors.) 

p. E motiona l support. 

5- Proper ttt of respiratory infection. 

5- Long term controllers: 

:>* (■) Long acting \beta 2 agon ists'by inhajation. 

_ r*»i __! -r-i i ■■: — — I £> O 



■ Sl ow rele ase Theophylline oral *t 

■ One of mast cell stabilizing drugs. 
• Steroids: 1 -2 mg / kg / day to be djso_ 

' ■ Steroids better used in children(over 7_years^. 
B. Mast cell stabilizing drugs: 

1. Ketotifen "Zaditin": 

- Oj^ly{ Q\5^Tlrigl\^^^ a1ty. 

- Mechanism of action: - 

- Release of chemical mediators. 

- Ca inf lux. 

- Antihistamine, anti-kinins & anti -leuko triens. 

2. Disodium cromoqlycate "Intal" 

- Used by inhalation actions: 
As above +Mast cell stabilizer, 



ued within 7 days (inhaled 




Bronchiectasi 




X-Ro 



't<;-' 



xn 



uraj'ifug.Tii 

Irreversible abn ormal dilatation of the bronchi. a pj$d ?*ledte& S^ 1 ^ H ^ h/ror ^ c H ' 



-if * Broi 



A. Congenital type: 

1- Isolated or. 

2- As part of kartaaener syndrome: uK)o* £ ^ a 

• Congenital bronchiectasis. C\\i<^ 

• Dextro-cardia. <tf£2# 

• Absent frontal air sinuses or. y 
frontal sinusitis f^^^^M 

It may be due to either: ^J7 j^ J- r - 
1 -Obstruction or. -^ 

2- Infection & fibrosis. 
^ Bronchial obstruction. 

It may be either: 

a. complete Qx^&-&p\te(\GMsp%^->^ - 

b. Partial. 
^ Bronchia* obstruction may be due: 

1- In the lumen 
. F.B. 

• Thick secretion. 

2- In the wall 

• TB granuloma. sTR ajmt+s*.** 

• Bronchostenosis. 

3- Pressure from outside : by LN or Tumor. 
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Chapter; Chest 









A - Symptoms: 

1) Suppurative syndrome ;. uflfc^sk' ^<^^S^- t 

- Cou gh - wit h excessiv e purulent feted sputum more in the\porningj& 
increase onfstc j^ui^oogaMI j ^^aJ) oJ^- ojl^c-uv* i % 

- The onset is usually g radual, the course is progressive over years with 
w l ' in characteristic winter exacerbation. 
£?^ 2 ) He moptysis : 



® 



U/i 



Usually blood tinged sputum, but frank Hemoptysis may occur 



It may be the only presenting symptom in 



® 3) Chest pain o Why? 

4) Anorexia & poor weight gain. 

5) Fever. 

B. Signs: 

1- General signs 

J,. Lowgrade fever & wt loss. 
® 2. Puffy eyelids ^> Why? 









-.3. Clubbing of the fingers & may be ost eoarth ropathy. _ 




* GoorS^CreP* 



**<$P*' i ^ ®3, Edema of LL ^>Why? 

2- Chest signs; 

♦ Inspect ion: 

- Mild RD. 

- Limitation of movement of the chest especially in to basal parts. 

- Retraction in the basal parts & bulge in apical parts. 

♦ Palpation 

- Central trachea. 

- May be palpable wheeze in tha(agjc3? parts. 
•> Percussion; - 

- Patchy of dullness in the basal parts & may be hyper-resonant 
note in the apical parts. 

♦ Auscultation 

/""""• . Diminished air entry. 

Qi uuk ^, - patchy areas of bronchial breathing & medium sized consonating 
^- t^fi V/ crepitations, sonorous ronchi & coarse crepitations if there is lunq 
L -^_£zr secretions on the basal parts. 

-Sibilant ronchi on the apical part. 



Investigati 



: ■ . . *c&c >- *iJrvflkz&*d.+ & 6^d- 

1- Sputum culture & sensitivity 
fr CXR: 

- Honey-comb appearance in basal parts & may be e mphyse ma in upper parts. 

- Consolidation may be seen ^rouin^ bronchiectatic zones. 
Bronchography : This is useful to 

- Confirm the diagnosis. 

- L ocal ize the site. 
Bronchoscope : 

• May reveal th e cause . 

• May be used to aspirate, pu* or instillation antib iotics 
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£? Pulmonary function tests: 

- reveals increase^ pulmonary resist! 
6r Electron microscopic examination 

- of materials from nasal & bronchial mucosal biopsy to diagnose immotiie 
m cilia syndrome. 



reatment 
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tiology 



% Postural drainjg^jrfpusyX*^ Cf^ ' 

% Antibioticsv^rcordng'ito culture & sensitivity 

3, Bronchoscopic aspiration & antibio tics in stillation. Jr-bAar 

4^ Symptomatic Mucolytic & Expectorant. + fWC^ 

5. Surgery (indications): 

• Presence of serious symptoms e.g. Herafieiysis. 
- infection not responding to repeated jnedical ttt 

• Localized lesion, -, . 



_ — . . — _ 



Acute dot pleurisy 



A. Primary pleural affection: 

1) T.B. 

2) RheumaticSCoAky*d.\s 

3) Vital. * e Al.Q?t>«*frl&Q<&'^' 
4) Uremia. ^cc^^seroM^Jb 
5) Malignant ( rare) 

B. 2ry to: 

1) Lung disease : 

■ Pneumonia. 

■ Lung abscess. 

■ T.B. 

■ ll /ifarcTjo n^ 

2) Mediastinal disease :- Normal pleural lining 
I3L 




Pleurisy 



_a 



■ Mediastinitjs^fyer?. <?j o«S- e* ... s^,p i>cJy S^bMowu/^, 

■ Pericarditis. J 

3) Chest wall disease: - 

■ Osteomyelitis. 

■ Fracture rib. 

4) Sub diaphragmatic disease sub- diaphragmatic & amoebic liver abscess. 



A. Symptoms: 

t- Chest pain, stitchy in character, increasing with coucihjt Straining 

2- Dry cough. u iif Aat t -\^- o>^l^ ... 

3- Dy^gnea^ *> Why? sradLfl***- 

4- General symptoms as fever, h eadac he & m alais e. 

B. Signs: 

Xr inspection : limitation of movement on the affected side. 

%- Palpation : Pleural rub. 

\- Percussion : Tender 

4- Auscultation-: Pleural rub. 
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Chapters Chest 



1 " CXR : to detect the <gnderlyjng ) chest diseas e. 
2- Other investigations~ tod etect the_ca.us e e.g. 

■ Tube rqulin te st. " 

■ Urea & c reati nine. 

■ ABcTominal sonar. 



reatment 




ttt of the cause. 
- Analgesics to relief pain. 



Pleural effusion 



Collection of fluid in the pleural sac. 



lassification 



A. Serous : which may be: 
I. Exudate: 



d> 

M/uLcu- by 



*rJJji^\.rvycct\Or\ u. 



o Idiopathic 
o 2ry to 1 ^ 

\- Pleural disease. 

2- Lung disease; 

3- Chest wall disease. 

4- Mediastinal disease. 

5- Infradiaphragmatic disease. 
II. Transudate: _^ ftVu^S & AeA*. 

>HF. v^i^^^y Pleura 

|- Nephrotic syndrome." p leur al space 
3r Liver cirrhosis. 
B. Hemorrhagic: Lung tissue 

-. T.B. 

> Klebsiella pneumonia. Tubercular lesion 
^ Traumatic. 

> Malignancy. Pleural effusion 
C Chylous: resulting from 

-^TThoracic duct obstruction. tu ^SJ 

■ Traumatic injury to thoracic duct. 
D. Em pyema: . 

- Pneumonia. ,&&&■**&?' ■>' Diaphragm 

- Rupture of lung abscess. 

- Contamination during tube introduction. 

■ Rupture of sub-diaphragmatic abscess. 



Vf> 








Q) f*eu*$;Sf- $ ir&rSty** paft*&p 



iTHigrTfever & toxemia esp. with empyema. 
2- Irrfptive cough. 
3- Dyspnea, ^ 






4- Cyanosis in missive i 

5. Sympfoms related to etiology. 






II 
1 
J 
II 
I 
1 
I 
] 
] 



1 

1 
II 
1 
1 
1 
1 
1 



Pediatric^ 

lesions: 



25 



T'j 



+ Inspection: 

■ RD 
1 Limitation of movement on the affected side. 

■ Bulge o unilateral. 

♦ Palpation: 

■ The trachea is pushed to the opposite side in massive effusion. 
- ^sUTVF 

♦ Percussion- 

■ j^aoy^dullness on the affected side. 

♦ Auscultation' 

■ air-entry. 

■ Breath sounds & adventitious sounds depends on the underlying etiology. 



Investigations 



(H CXR 

- Diffuse homogenous opacity 
obliterating the costophrenic angle, 
trachea pushed to opposite side. 

Zr Pleural aspiration for: \ 

Physical examination s Q rJ ^f °^ 

- Chemical. >* cV^^I^ 

- Bacteriological. *>^ e ^^^ 

- Cytology. ^^ 
3- Pleura/ biopsy . t n t^A^c^mX^ ~s Sw>pu>cf~qd v> 

a *r..u~ M ..i;« +««- + " 



A 



4- Tuberculin test. 

15- Sputum examination For T.B. 




omplications 



1. With staph 

■, Bronchopleural fistula. 
■^ Pyopneumothorax. 

2. Local 

■, Pericarditis. 

■^ Pulmonary abscess. 

V Peritonitis. 

V Osteomyelitis of ribs. 

3. Septic 

^ Meningitis. 

V Arthritis. 



/fXu 



reatment 



1 Of the underlying cause. 

2 Symptomatic. 

% Tube drainage under-water seal, the tube inserted for 7-10 days. 
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